GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF ECONOMIC DEVELOPMENT
OFFICE OF LICENSES AND PERMITS
OCCUPATIONAL AND PROFESSIONAL LICENSING DIVISION
614 H Street, N.W.
Washington, D.C. 20001

Commission on Licensure to Practice The Healing Art

\ APPL. NO. '
i [ ] Examination SreATPBRT E 7{,"9:_/1}.- 9 ?
E} [ 1 Endorsement of FLEX s : 7@ 7 o

vl Endotsement of National Board | — /
Dlploma ' DATE ISSUED d’nzzw?f & e

(Check One) , PENIGE

REMARKS

METHOD OF HEALH\{G (Check one): [ ] Osteopathy & Surgery [¢] Medicine & Surgery [ ] Chiropractic [ ] Other (Explain)

1. NAME: First Middle . Maiden Last
Robert Allan Gatlin

2. BIRTHDAY: “ & Yﬁ 3. BIRTHPLACE: City County State

4. CURRENT ADDRESS: Number " Street City State Zip Code Phone NO.
Duration of residence at above address: : ' ‘ From To

. . June 15, 1477%

5. EDUCATION (including Pre-Medical) * . . Thsbo Attamdoit Dagree
Name of College or University Location From To Received
University of the Pacific Stockton, Calif. 1965 19¢7
Leland Stanford Jumor Univ. Stantford, Calif. 1967 1964 B. A.

The Geonae Washinglon Uniy. ashington  D.C. 1 469 1973 M. D,

6. TRAINING AND PRACTICE since date of graduation to the present, Include periods of unemployment and other employment,
Employer Address From To
Cricionely Gonivel Nacablal | 58 Goudes, St | =73 6-30- 14
of the Uwy n'F Cincinneti il wan i 3 Ohip  4g22a9

ng._.cl.'ca" Center

P-4688



7. REFERENCES: List the names and full mailing addresses of 3 personal ac%luafntances, not relatives, who have knowledge of
your character and professional practice; or give the name and address of the chartered State or County Medical Society or
other Society nearest your residence.

ot _ NAME ' ADDRESS

“Me Mg 'f;..'_l}'.c}mml Ress pqtr
_De. £ WMes. 'Ré'a_m.’cl‘ Trovers =

Vi ”_'."Dr. i How;r:] Saka lov D-‘.-‘r"’ of P.‘ﬂ ehickry  Cincianak Gehev:'l_“ 85pita m:-na“'i,ﬁh.’

8. PREVIOUS LICENSURE: Give the following information concerning the license on which reciprocity is requested. (If no previous
" licensure, indicate “nore™.) Ty

‘ . Jurisdictiq'n of Issuance License Num_l_)e::__ : Date of Issue Basis
S S = e P None_,
i Giviz--complgt__e _m_qil;n'g address of the board which issued the above license:
. ’\"_ . \‘: : T ‘ 4 ;‘. -f’ o . - ) .
9."Stateispecifically the specialty, if any, and the limit of such specialty: B 3 ’

REASON?  No If “Yes”, give full details on an attached sheet.

11. DECLARRTION OF INTENT: As a part of my application for a reciprocal license to practice the Healing Art in the District of
© Columbia, I herebﬁv declare that it is my intention, if issued a license, to practice the Healing Art in the District of Columbia,
_in accordance with Section 2-121, D.C. Code, 1967 Edition. = -

12, If endorsement of FLEX certificate is requested, give date and place of examination:

b &
10. HAS LICENSE EVER BEEN-DENIED BY ANY BOARD, OR SUSPENDED, REVOKED, OR SURRENDERED FOR ANY

13. HAVE YOU EVER BEEN ARRESTED, INDICTED, OR CONVICTED OF ANY CRIME other than minor traffic violations)?
No If “Yes”, give full details on attached sheet. :

14. HAVE YOU EVER TAKEN AN EXAMINATION IN THE BASIC SCIENCES OR ANY EXAMINATION IN THE HEALING ART

UNDER THE AUTHORITY OF THE COMMISSION ON LICENSURE TO PRACTICE THE HEALING ART IN THE DISTRICT
- OF COLUMBIA? - No _If “Yes™, give date and type of examination:

15. APPLICANT'S CERTIFICATION . _ ; _ _
I hereby certify that the statements contained in the foregoing application are true and that I am the iden-
tical person whose history of education, practice of medicine, or otherwise, is contained herein.

It is understood and agreed by the apﬁh‘cant that any information contained in this application may be
furnished to any State Medical Board or similar organization having an official and legitimate need for same.

S:;gnatureoprincant: Q\M N ('-r&{\,;m-"‘v\‘%- g Date: %fﬁﬁ 2D NAANX

SUBSCRIBED AND SWORN TO BEFORE ME THIS :Z. o DAY OF ' ,;;_'rgﬂr_ﬂl w1957 4

Signature of Notary Public

(Seal of Notary Public)

P-4688
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HEALING ART

PROCESSING CHECKLIST

W ony

Applications Clerk

w N

&

-uIs application form signed and notarlzed i ' e
. Is photograph attachéd = E U AT e RS Z;;Zi____ﬁ"_'
Is internship certificate (or notarized copy) or certified
«. . gtatement from internship hospital (except Reciprocity) :
" Notarized copy of medical diploma or certified copy or
medical school trenscript (except Reciprocity)
5. Notarized copy of ECFMG Certificate (foreign grade only) i
6. Fee attached
T

File .folder attached (Re-examination applicants only)

(Applifations Clerk)

Applications Examiner

Applicent ig at leest 21 years old ' //
Applicent has accounted for all practice since M D. degree //

or (Reciprocity only) since issue of base license
et )
ndf&pte}

_ Method of hesling
. b. Questions have been received directly from other Board /’
6. (Reciprocity applicent only) ; e G

a. Written licensing exsmination by

) e T

4, Applying for license by

S (Examinatldn spplicant only)
a. Applicant asks exemption from Basie Sciences

(imdicate)
b. Has provided information re bage liceunse
c. Hes practiced st least one year out of the last three
years immediately prior to this application since
igssue of bage license
d. Applicant hss been previously exsmined in Dlstrict

(1) Exeam taken and failed here before base 1icense,- -
(2) Txem teken and failed here efter base license ;;E%;%%éf
-CatooTt)

7. Applicant has submitted proper fee

(ﬁpnlicééfgns Esaminer)

(OVER)



W N e

Disposition

1. Returned to spplicent 4 v, 1 oa by
' . (date) (initials)

2- Accepted Form 52 prepared ¢ ¥

R _ _ _ G B (initiels)

Applications Clerk

Assign epplication number end enter in journel ~~ 77T T~ Cuf:
Process fee o "
Prepare file envelope

Forward Form 52 cow e dme g CYapsb ba oyt ;g

File enVelone in "pending“ fii& [N T

N P S ) e R SRR LI R S v "

Review of Investigation -+ .:.  pdizogm t00ant 2., e 1t
1. AMA cleersnce received. - :inioxyigd) Bl ) : :

2. Police clesrance received

3. Satisfactory references received
4. Grades received end epproved (Natlonal Board and

. FLEX only).

5. TLicensure verified and reciprocity statement reoeivnd

conb i T 3neia i e Ffa it : ; (App_]_.i,cations Examiner)
) ' x rd 3
- EXAMINER COMMENTS:
Sid kY L




GOVERNMENT OF THE DISTRICT OF COLUMBIA
BOARD OF MEDICINE
605 G STREET, N_.W.. Room 202—Lower LEVEL, WASHINGTON, D.C. 20001

INECEIVE
DEC 2 81987

il

ADDRESS ALL COMMUNICATIONS
TO THE BOARD

DISCIPLINARY INQUIRIES

Federation of State Medical Boards
2630 West Freeway, Suite 138
Fort Worth, Texas 76102-7999

o | ot Healing ArE
The Comme ssr™ s L comsune. b Penclite  requests a’disciplinary

search concerning the following individual:

P\b"&r‘t Ac G‘&-‘b\a’h J,-Mm.

Name

Address

City, State and Zip

-~
o, 1o, )% B =

Date of Birth J | m"“ﬂv:’%ﬁ%ﬁ

Sacial Securi T —"
The  (eoryo Wwashington m-’“:ve-rs,‘.},g_

Medical School of Graduation and Brardh Location

May 27 1973
Date of Graduation U J

Please mail the response to the following address:

Board of Medicine

605 G Street N.W..Rm#LL202

Washington, D.C. 20001

ATTENTION: -

\‘?\N\H‘Q.\' Q—Q&-{,\_} M)

Signature



GCOVERNMENT OF THE DISTRICT OF COLUMEIA
DEPARTMENT OF ECONOMIC DEVELOPMENT
OFFICE OF SPECIAL OPERATIONS
614 H STREET. N.W., WASHINGTON, D.C. 20001,

Wii!.liam L, Durrer, Chief
Fairfax County Police
Fairfax, Virginia 222030

Date: Nov, 11, 1974

Dear Sir:

The Depariment of Econcmic Development is the issuing figency in the
Disiriet of Columbia for various licenses. and permits nd is charged
with the respoasibility of investigating individusls applying for or
holdins licenses with the Department.

An investigation is being corducted concerning an individual with the
following identifying factora: '

v

AT First yiddle (¥aiden) Last
Robert B Allan Gatlin
ige Racce Pale Flace of birth Date of Birtk

Tenzle BRI S GERs T

WeTsnt ™[~ Welgno| hyes Scars Farks Tattoos

Healing Arts

pogs e raregpeng T
egidence (& D.I.lt‘.xfif‘}

aticn on this individual and notify us as soon as

posaibie of the date, chovge and disscaition of each arrest found. In
the case of a foiony couviction, Vithdn th¢ past ten years, pleage ad-
vige us ¢f the name and sddre court wherein the conviction was

obtained,

It will be spprect
records for infozx

Pieage be pomirved of the cooperabion of this office wh.ene(\{er.rec;uesmd.

i !
i e

weber /dap - MARVIN WARD -
s T HeEXing Rxk= | Adbsindstrator

Healing Arts

TACONEG, s enceeocemecsvape s iessat



GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF ECONOMIC DEVELOFMENT
g OFFICE OF SPECIAL OPERATIONS
. . 614 H STREET. N.W., WASHINGTON. D.C. 20001

11/11/74

Cot

g P . ipplicant.ROPSTt A, Gatlin

- nneth ‘I‘_révér'_s'_ S _ =i g
: . - Addreas.m.j_; -

10 WHOM IT MAY CONGERN:

The applicant whose name and address are given above has applied for a re-
‘ciprocal:license to practice the healing art in the District of Columbia. --This- - -
voucher is being forwarded to you regarding his moral character and professional
experience. a o o _ B A

~ Your 'prcmp't- return of this voucher, properly executed and signed by you,
 will greatly assist ‘the Commission when considering his application for license.
 Your reply will be considered as confidential information by the Commission.

. The Commission on Iicensure to Practice the Healing Art will expect any
person signing this voucher to understand-that the Commission is required, by
law, to obtain evidence of the good character of applicants for license as a
Medical Doctor. Statements by responsible persons with actual knowledge of the

‘applicant's character and experience will be conaidered by the Commission as
- evidence in this ‘regard. ' _ : '

Practice in the medical profession involves relations with the public that
necessitate a high degree of homnor, integrity and professional ability. There-
fore, the Commission desires the person subscribing to_this youcher to undsr-
 stand fully that the purpose of the law requiring a license is to protect the

public from the practice of medicine by persons whose character is ques- :
tionable or who' are not competent to engage in such practice. o
PIEASE RETURN THIS VOUCHER TO:
| " GOVERNMENT OF THE DISTRICT OF COLUMBIA
Department of Economic Develépment
Office of Special Operations
61l H. Street, N. W.

Washington, D. C. 20001



DSRS0

 CITIZEN'S VOUGHER

0 THE OOMSSIGN ON LICEHSWRE HEAI;D{G ARTS PRAG‘I‘IGE AC’I’, B, Co ¢

‘. = I hereby cam mt meanooae;: t@"ﬁlyz\caoooooﬁnsccoog X h&?@ bm |
M...ﬁﬂm“.....“”y fasiding

(APPLIGAHT’S NAME) - -
eeecerscecy as tO be able to. inteuigenﬂy express

8o cloael;y' associa.ted w:l.th Dr. o

"(CITY ARD STATE)

e

an opinibn as to hls character, mental ,.onaiuon, and h..bi‘ts, ‘.r.d t.ha* o AT

' of my imowledge and beliaf, he 13 of good mral charactar and frea :I!'rom mental de-
f_ec_ts and drug habijt.s -liable to interfere with '_!:_h_e Ip__rop‘er pr_z_a_,c_-bipe_ of the healing

-art.

e certﬁ.fy further that to my pers&nal 'lcn’mal_edge_ he has beeﬁ actually engaged -

~din the pract:.ce of.."t'Hlt (‘4‘:&-.'.....,. .......for not less than one contimous year

: -mateh pmcﬁm.o‘..! /j SICOO ..o.....lﬂ... ..- I -
(oat= OF APPLICATION)

Rﬂmarksz @0 5000600000000 90O E00I0E 000006080 E00C08000000030s0C0ECO0000006000008800L

ﬂ.G...CO'.Oﬂ..00.....0ﬂ................._....C..,.......O.!..I.‘I..ﬂ.‘..."....-......

.....l.I....oﬂ.-.Dﬂ.'0.00..‘._..0ho’I'lﬂ0_0600.Dﬂ...ﬂ..&QO..0@..-..000&0..'.009.00..600

'D.ﬂ..‘..."&5.’LOO‘;‘G...QO.‘.‘.OO.D.Oﬂ

(PROFESSION OR BUSINESS)

E)

L

MMMA‘D‘?&@%J&(” 19“0!7{0”

.’!



GOVERNMENT OF THE DISTRICT OF COLUMBIA
' DEPARTMENT OF ECONOMIC DEVELOPMENT .
" _OFFICE OF SPECIAL OPERATIONS
. 614 H STREET. N.W., WASHINGTON, D.C. 20001

11/11/74 -

". o I ; .:- . o .': £ " . - . " . Applimtpr?;u s .‘.g’,..t.];;i;l}. s e
Dx, Howard Sokolov ' : ' . -

'~ Dept, of Psychiatry e L Ad.dresm
it Clncz.nnatl General Hosp:.tal W TR IeEL R W : B gl
m¥mHI”%G“ﬁCM~ e e T

The app:],icant whose name and addmss are given above has appl:l.ed for a re-
-ciprocal license to practice the healing art in the District of Columbia. -This -
voucher is being forwarded to you regarding his moral character a.nd. professional
e:q)erience. : _ _

' Your prompt return of this voucher, properly executed and signed by you, .
_ will greatly assist the Commission when considering his application for license.
Your reply will be considered as confidential informa.tion by the Commission.

The Commission on I:I.censure to Practice the Healing Art will expect any :
person signing this voucher to understand that the Commission is required, by
law, to obtain evidence of the good character of applicants for license as a
Medical Doctor. Statements by responsible persons with actual knowledge of the
applicant's character and ezpezﬁ.ence will be considered by the cozmission as o
widence in this regard,

Practice in the medical pmfession involves relations with the public that
necessitate a high degree of honor, integrity and professional ability.  There-
fore, the Commission desires the person subscribing to this woucher to under- -
stand fully that the purpose of the law requiring a license is to protect the
public from the practice of medicine by persons whose character is ques-
t:.onable or who are not compatant to engage in such practice. '

PLEASE RETUHI THIS VOUGBER TO:

.GOVEF&II-I&IT OF THE BISTBIGT OF COLUMBIA
Department of Economic Bevelopment_
Office of Special Operations

61l H. Street, N. W.

Washington, D. C. 20001



GTITZEN' S VOUCHER
. oco‘riQVo%@oQ%o?%ggés 19;?:{91'””:&
0 THE oomssmﬁ oN mmsvnzg HEALING ARTS PRACTIGE acT, D.c. 3 5

2 hgreby cerﬂfy tha.'b aincee.. .&/23, I have 'bem "

: 80 close]s' Ma@ﬂia‘hﬁd ﬂi"t,hDr qu.ogoaomﬂxt—éno-oopon, mﬁdjﬂg
APPLICANT!S NAME) -

".(CITY AND STATE)

4 j.n 0 -cf.’:‘."- :’ ‘;t J‘-I lepo o(e’::‘: ‘.—.Q o 0 ° .? . eog a-s to be able to iﬂﬁemgenﬂy mress -

an opinion as to his character, menﬁl condition, a.nd habits, a.nd. 'bhat to the best L

I cert:ify further that to my personal knoﬂ‘ledge ha has been actua.lly g_ged

S ety km#ledga and belief, hs is of ‘good moral character ‘and frea fm mental de=_.'.._._ |
_-I_;_‘I-:-._.-‘*fects and. dmg habits liable t.a int.arfere Hith the proper Pmctice of the e 2

; _ in 'I:.he practica of.m‘%"[*.‘:'f‘.‘:.(fa ..'.;'“o ?.’)..for mt 1ess than one contimous year :

maﬁupmcmc.. 00&‘0.%..0.000..‘0.0 .. L -
. (DATE OF APPI.ICATIOH) -

MS%_ aoécoeooaoeooooceoooe-eeoooooooao-.o-oconoouo.eocneuonaoocoo..ooooaoooo.
00.0....-Conccooﬂcooeooa..dolo.tooaan.ocuio-otIool'te.o.0.ooIo.OOsaDo._‘-.bOCOOOOGOO-

Oooccotovoconooe-aobenooooatto.oo.oanooltatoooeEOol0900000.0aOoounocﬂotoooo-o.lletl

otcom?‘?igﬂw O??\:%{‘ C.ﬂo DOO‘OOOD.‘I-. OO#O.D’O....QHCOUOC OQDO...‘..GOQ;..;...‘; ]

(PROEESSIOH OR BUSIHE’SS) m.ME-PRmr- aR 'I'IPE)

’ /
——— v ¥ AT ot . —a. . )
] = . = - eoocol




ke

GOVERNMENT OF THE DISTRICT OF COLUMBIA .
DEPARTMENT OF ECONOMIC DEVELOPMENT :

s _OFFICE OF SPECIAL OPERATIONS
614 H STREET. N.W., WASHINGTON., D.C. - 20001 . .

C

11/11/74

Robert A. Gatlin

- s W e - ‘se @8 e s accoossaAsEReS

70 WHOM IT MAY CONCERN: | _ |
The appl}icant whose name and address are given above has applied for a re-
ciprocal license to practice the healing art in the District of Columbia. This
voucher is being forwarded to you regarding his moral character and professional
experience. - : ' '

Your prompt return of this voucher, properly executed and signed by you,

bpplicantc.oouoo'oac'-oaoooltotuo' i

will greatly assist the Commission when considering his application for license.

Your reply will be considered as confidential information by the Commission.

The Commission on Iicensure to Practice the Healing Art will expect any

: p'erson signing this voucher to understand that the Commission is required, by -

law, to obtain evidence of the good character of applicants for license as a

Medical Doctor. Statements by responsible persons with actual knowledge of the "

applicant's character and experience will be considered by the Commission as
" evidence __in _this __z'egani. - ' ' ' g

~ practice in the medical profession involves relations with the public that
necessitate a high degree of honor, integrity and professional ability. There-
fore, the Commission desires the person subscribing to this woucher to under-
stand fully that the purpose of the law requiring a license is %o protect the
- public from the practice of medicine by persons whose character is ques~
tionable or who are not competent to engage in such practice. '
PLEASE RETURN THIS VOUCHER TO:
| | GOVERMMENT OF THE DISTRICT OF COLUMBIA.
Department of Economic Development
office of Special Operations
61l H. Street, N. W.

Washington, D. C. 20001
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BIOGRAPHICAL DATA ON PHYSICIANS

from the Biographical - Historical files of
American Medical Association
535 N. Dearborn St.

Chicago, Illinois 60610 11/11/74

F
This form is provided for your convenience in making routine inquiries regarding physicians seeking medical
licensure in your state, hospital staff privileges or faculty positions. Please enter on this form data you wish verified and
mail to the Member Services Unit of the AMA.

Full name of M.p. __Robert Allan Gatlin

Place of bih _ Y Date of birch NN
Professional Mailing Address (NS,

Medical Education:

School Name ___G€0rge Washington Univ.-Washington, D. C, M.D. Degree _09=73
(Year)
Internships:
Hospital Location Dates

o

to

Residencies and Fellowships:
Hospital Location Dates

fo

M.D. Licensed to Practice Medicine in the Following States:

State Year 3 State Year. H State Year

Inquiry Submitted by Title

(Your Name Here)

; - Waeet A’( w City-State Mﬁ’ﬁﬁﬂdj—LM 000/
(Atﬁhanon Llce smg Board, Hosp:tal or MedicafSchool)

AMA Department of Investigation . eeeeceaeaaes YES
MEMBER OF AMA

D Our records do not reveal any derogatory information.
[C] See attached memo for comments regarding applicant.

A check mark () indicates that the data given corresponds to that listed in the AMA Master File of Physicians. Any
discrepancies are as noted.

Date

]gm Alvarez,

Member Services Unit



